Public accountability, not corporate dictates:
The public has an absolute right to democratically set overall health policies and priorities, but medical decisions must be made by patients and providers rather than dictated from afar. Fans of incrementalism dismiss NHI as a hopeless home run swing when a bunt-small steps toward universal coveragewould do. Despite incrementalists' claims of pragmatism, however, they have proven unable to shepherd meaningful reform through our political system. Over the past quarter century, incrementalists have trumpeted victories such as those detailed above. Meanwhile, the number of uninsured individuals has increased by 18 million, health care's share of the gross domestic product has risen from 7.9% to 13.2%, and more and more seniors have been forced to choose between food and medicine. How many more strikes before incrementalism is out?
Incrementalism founders on a simple problem: expansion of coverage must increase costs unless resources are diverted from elsewhere in the system. US health costs are already nearly double those of any other nation and are rising rapidly. 2 The economic climate is cool. Yet, an incrementalist strategy implausibly posits massive infusions of new money, funds that would go mostly to the poor and near poor, who wield little political power. For instance, proposals to offer tax credits for the purchase of coverage would cost about $3000 annually per newly insured person. 3 Employer mandate proposals in California would boost public spending by between $4000 and $10 000 per newly insured person while also increasing employers' costs. 4 Absent new money, patchwork reforms can expand coverage only by siphoning resources from existing clinical care. Advocates of managed care and market competition once argued that their strategy could accomplish this end by trimming clinical fat. Unfortunately, new layers of corporate bureaucrats have invariably overseen the managed care "diet" prescribed for clinicians and patients. Such cost management bureaucracies have devoured virtually all of the existing clinical savings and antagonized huge swaths of middle-class patients as well as the medical profession.
THE FISCAL CASE FOR NHI
The fiscal case for NHI arises from the observation that bureaucracy now consumes nearly 30% of our health care budget, [5] [6] [7] as well as the fact that this enormous bureaucratic burden is a peculiarly American phenomenon. Our biggest HMOs keep 20%, even 25%, of premiums for their overhead and profit 8 ;
Canada's NHI has 1% overhead, 2 and even US Medicare takes less than 4%. 9 HMOs also inflict mountains of paperwork on clinicians and institutional providers. The average US hospital spends one quarter of its budget on billing and administration, nearly twice the average in Canada. 7 Unfortunately, incremental tinkering cannot achieve significant bureaucratic savings. The key to administrative simplicity in Canada (and other nations) is singlesource payment through a public insurer. Canadian hospitals have a global annual budget to cover all costs-much as a health department is funded in the United States-virtually eliminating billing. Physicians bill a single insurer using a simple form, and fee schedules are negotiated annually between provincial medical associations and governments. In contrast, US providers face a welter of plans-at least 755 in Seattle alone 15 -each with its own rules and paperwork. Even a step from 1 to 2 insurers raises providers' administrative costs. Fragmented coverage necessitates eligibility determination and internal cost accounting to attribute costs to individual patients and insurers and undermines global budgeting and health planning efforts. Although many assumed that computerization of billing would cut administrative costs, savings have not materialized. 16 
THE POLITICAL CASE FOR NHI
The political case for NHI arises from the fact that it would improve care for most Americans, not just the poor: solidarity is stronger than charity, a formulation we first heard from Vicente Navarro. NHI would not just expand current insurance arrangements; it would upgrade coverage for many in the middle class, assuage clinicians' and communities' concerns over the growing corporate dominance of care, and provide a framework for addressing the myriad problems exacerbated by our current irrational financing structure. These problems include the overuse of technology and neglect of caring, the extortionate profits of our drug industry, the imbalance between curative and preventive resources, the mismatch between health investments and need, and the multitude of quality problems that plague us (why is it that virtually every hospital in the United States has a complex computer billing system yet almost none have computerized order-entry systems that would prevent millions of medication errors?).
Among those who already have coverage, NHI would eliminate the fear that today's coverage will subsequently become unaffordable or disappear as a result of a strike, layoff, disabling illness, or college graduation. It would afford them a free choice of providers, a top priority for many Americans according to polls (hence the right-wing appropriation of terms such as "consumer choice health reform") but rare in today's managed care environment. It would encompass many services that are excluded from current coverage-notably long-term care, as well as prescription drugs for the elderly.
Among health workers, NHI can reduce the aggravation of bureaucratic hassles, dampen market-induced gyrations in the financial health of institutions and practices, and refocus the attention of health leaders from profits to health improvement. NHI offers reassurance for health workers and communities now fearful that a distant corporate board may discontinue vital but unprofitable services.
In contrast, incremental reforms divide our potential supporters, proposing fixes for the problems of the uninsured, seniors, disgruntled HMO members, and unhappy physicians and nurses in separate pieces of legislation that compete for resources. And the fundamental problem of corporate control of our health care system remains unaddressed.
Paradoxically, despite the shift from a Democratic to a Republican administration and the recent assault on social spending and civil liberties, the political climate may be favorable to NHI. The recent spate of corporate scandals has spread appreciation of the corruption and inefficiency of private firms.
Moreover, the corporate class is confused and divided over what should be done about health care, opening space for debate. Between 2000 and 2002, the percentage of employers who thought the health care system was working "pretty well" declined by 37%. 23 Some within business are drawn to voucher schemes (e.g., the defined-contribution program that our own university recently implemented and President Bush's "premium support" proposal for Medicare) that are thinly veiled mechanisms to cut care. Others, however, recognize that such schemes cannot stabilize the health care system or provide sufficient care to ensure workers' productivity and labor peace. NHI is attractive to some corporate leaders because it would socialize the costs of employee benefits (improving their competitive position vis-à-vis firms in other countries), although this would deprive employers of some of their bargaining leverage. Forty percent of small business owners now favor single-payer NHI.
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Predictably, these corporate divisions will soon be reflected in an uptick in media attention to NHI. For a decade the virtual media blackout on NHI has been broken only for occasional assaults on Canada's program. In the name of pragmatism, some public health leaders and many politicians counsel us to abandon, or indefinitely delay, the fight for NHI. To them, corporate power appears unchallengeable and politics so polluted that decent public policy is unthinkable. From this perspective, one would advise Rosa Parks to forgo her futile gesture given the dismal political milieu of 1955.
Rosa Parks understood that even apparently stable systems can change dramatically and unexpectedly, a point also made repeatedly by evolutionary biologist Stephen Jay Gould. The months ahead will see rising pressure for change in our medical care system. Predictably, employers will attempt to shift costs to workers, and governments will attempt to balance budgets on the backs of the poor and the sick. Our tottering medical care system need not veer in that direction, however; a lurch toward NHI is also possible.
In the coming months, our task is to break the iron curtain of media and political silence on NHI. We urge colleagues to publicly endorse NHI (see http:// www.physiciansproposal.org) and to enlist other individuals and organizations in the fight for NHI. We are convinced that a striking show of support for NHI among health professionals would uniquely capture public attention, setting in motion vital public  REKINDLING HEALTH CARE REFORM  discussion of health care's future. For generations, the moral stance of the public health community has helped spark social movements, often against dauntingly powerful foes: the crusade against tobacco and fights for clean water, a sustainable environment, workplace safety, and reproductive rights. Our professions' voices gain extraordinary resonance when we speak courageously in the public interest. A time to raise our cry is again at hand.
